An elderly male presenting with complaints of dysphagia was found to have neck movements' restriction and was screened radiographically. He was found to have DISH and the same was excised later to give a complete relief from dysphagia for the patient.
CASE REPORT
A 60 year old male presented to the ENT outpatient department with the complaints of dysphagia to solids for 6 months duration. Dysphagia was progressive and he localized the obstruction to middle neck. He had no history of odynophagia, heartburn and regurgitation of foods.
Clinical oral and oropharyngeal examination was insignificant. Indirect laryngoscopy and fibreoptic examination of laryngopharynx didn't reveal any pathology. Cranial nerve examination was normal. The patient had restricted neck movements. A barium swallow radiogram was done and revealed obstruction to the passage of dye opposite to junction of fifth and sixth cervical vertebra. We also found bony bridging anterior to body of fourth, fifth and sixth cervical vertebra. He was diagnosed to have diffuse idiopathic skeletal hyperostosis (syn: Forrestier's disease) as a cause of dysphagia and was planned for surgical management.
An anterior lower neck approach was used. Under general anesthesia, the patient was placed supine with sandbag under the shoulders and head turned slightly to the right side. A horizontal neck incision was made starting in the midline at the level of the lower border of the thyroid cartilage and extended laterally upto sternocleidomastoid muscle on the left side. Subplatysmal flaps were elevated. Dissection was carried deeper and medial to sternocleidomastoid muscle and lateral to strap muscles. Internal jugular vein and carotid sheath were identified and retracted laterally. By blunt dissection medial to carotid sheath, the esophagus was identified and retracted anteriorly. Prevertebral fascia was identified and with the longus colli muscle separated and an incision made in the midline with the help of electrocautery. Calcified anterior longitudinal ligament overlying C4, C5, C6 vertebrae was seen and were removed with the assistance of spinal surgeon. Spicules were removed and a gelfoam placed over the raw bone to prevent damage to the esophagus. Ryle's tube was inserted and patient was nil per oral for 1 week postoperative. The postoperative period was uneventful. There was no cervical spine instability. The patient was followed up at 2 weeks after surgery and reported significant reduction in dysphagia, however there was not much significant improvement in neck movements. He was followed up monthly for the next 6 months and was completely relieved of dysphagia. There was no post-operative hoarseness of voice or oesophageal injury. 
DISCUSSION
Dysphagia can be classified into oropharyngeal and esophageal dysphagia. Esophageal dysphagia can be due to motility disorders, inadequate oropharyngeal bolus transport, inability to pressurize the pharynx, inability to elevate the larynx, discoordination of pharyngeal contraction and cricopharyngeal relaxation; and decreased compliance of the pharyngoesophageal segment secondary to muscle pathology.
Pharyngoesophageal swallowing disorders are usually because of acquired disease involving the central and peripheral nervous system. This includes cerebrovascular accidents, brain stem tumors, poliomyelitis, multiple sclerosis, Parkinson disease, pseudobulbar palsy, peripheral neuropathy, and operative damage to the cranial nerves involved in swallowing. Muscular diseases such as radiationinduced myopathy, dermatomyositis, myotonic dystrophy, and myasthenia gravis are less common causes. Rarely, extrinsic compression by thyromegaly, cervical lymphadenopathy, or hyperostosis of the cervical spine can cause pharyngoesophageal dysphagia [1] .
Forrestier's disease, also known as diffuse idiopathic skeletal hyperostosis (DISH), is an idiopathic rheumatologic abnormality in which exuberant ossification occurs along throughout the body, but most notably the anterior longitudinal ligament of the spine. Diffuse idiopathic skeletal hyperostosis (DISH) is a degenerative musculoskeletal disease that frequently occurs in persons aged 50-75 years [2] . The prevalence in the adult population is 12 to 28 percent with an increased incidence in patients with obesity, gout and diabetes [3] . It is common in Caucasions with a male: female ratio of 2:1. DISH is characterized by the presence of excessive ligamentous calcification and ossification at the spinal and extra spinal locations. The aetiology is uncertain. Dysphagia due to osteophytic masses was first reported in 1905 by Zahn [4] , and the first surgical removal of the osteophyte was carried out in 1926 by Mosher [5] .
Although most patients with cervical spine involvement are either asymptomatic or have limited cervical spine movement and unspecified pain, possible complications described in the literature are dysphagia, stridor, dyspnea, ossification of the posterior longitudinal ligament and/or myelopathy and hoarseness.
The dysphagia is usually marked, present for solid foods, improved by anterior flexion of the neck, and worsened by extension of the neck. Concomitant symptoms may include a foreign body sensation, odynophagia, reflex otalgia, salivary stasis, dysphonia, dyspnea, sleep apnea, and aspiration [6] .
There are five possible ways that DISH causes dysphagia: (i) giant osteophytes may cause dysphagia by simple mechanical obstruction; (ii) smaller osteophytes may impinge at sites of relative immobility of the oesophagus (anatomically the oesophagus is anchored at the level of the cricoid cartilage and the diaphragm); (iii) inflammation in the immediate vicinity of the osteophyte, provoking oesophageal obstruction; (iv) pain and spasm [7] ; and (v) secondary neurological lesions, e.g. recurrent nerve palsies provoked by the hyperostosis [8] . The most frequent level of involvement related to dysphagia is C 5-6 followed by C 4-5, C 2-3 being the least common level affected [9] . Various conservative therapies have been described, including the use of non-steroidal anti-inflammatory drugs [10] , steroid pulses, skeletal relaxants, anti-reflux regimes and bisphosphonates [11] . Cervical surgery has proven to be useful in the management of severely affected patients [12] and many surgeons advocate excision combined with fusion of the affected vertebrae to reduce the incidence of relapse.
Radiographic series demonstrate that calcification of the anterior longitudinal ligament in the cervical spine continues until movement is eliminated across adjacent motion segments [13] . Treatment for DISH is primarily conservative, nonsteroidal anti-inflammatory drugs and myorelaxants are used. But in refractory cases there are two surgical approaches to remove osteophytes, by lateral cervical or peroral transpharyngeal ways [14] .
The management of dysphagia resulting from Diffuse Idiopathic Skeletal Hyperostoses is purely surgical. Cervical osteophytectomy may be done via an anterolateral extrapharyngeal approach (with lateral retraction of the carotid sheath and its contents and medial retraction of the laryngopharynx and the esophagus) or via the posterolateral extrapharyngeal approach (with anteromedial retraction of the of the neurovascular and aerodigestive structures). Transpharyngeal approach is also described. Concomitant cervical fusion or discectomy are not felt to be necessary.
Large osteophytes also present a risk of esophageal injury during the operative exposure. The esophagus may be difficult to mobilize and somewhat adherent to other cervical fascia due to local inflammatory reaction. Re-ossification with new osteophyte formation may rarely occur and repeat operation may be indicated [15] if dysphagia symptoms return.
In a long term study done by Akhtar [16] , all the 7 patients operated by the left anterior neck approach, showed improvement in dysphagia and only 2 out of 7 showed recurrent dysphagia.
CONCLUSION
Diffuse Idiopathic Skeletal Hyperostosis, also known as Forrestier's disease, is a rheumatologic abnormality with exuberant ossification, are asymptomatic except for restricted neck movements. They may present with dysphagia, mild cases of which can be managed with NSAIDS and bisphosphonates, severe cases requiring surgery. Anterior neck approach has been evaluated largely in such patients and had a good outcome. Esophageal and recurrent laryngeal nerve injury are the complications of the surgery and stabilization of the spine is not advocated. Recurrence of dysphagia after surgery was minimal and needs revision surgery.
